It must, however, be emphasized that most of the trauma admitted to the hospital is treated in the ordinary wards, only the grossly shocked, unconscious, or critically ill being admitted to this unit. It is for this reason that renal injuries feature in a very minor way in this review.
The series is composed of seventy-two patients, of whom fifty-one survived and twenty-one died as a result of their injuries, an overall mortality of 29 %. This was felt to be a disturbingly high figure and it was decided to review our cases with particular reference to those who died, to determine our mistakes and to see how they may be avoided in the future.
The above overall mortality figure does not take into account the fact that many of those cases suffered injuries to other parts of the body in addition to the abdomen, and as is shown in Table 1 Injuries were almost all due to road-traffic accidents, two were industrial injuries, and one an attempted suicide.
Thirty-nine patients in addition to an abdominal injury also suffered fracture of one or more bones. In twenty-three of these the bony pelvis was fractured. Classically the bladder and the urethra are the structures most at risk with fracture of the pelvis, and were in fact injured in twelve of our cases, two cases having additional injury to the rectum. Surprisingly, however, in eleven cases fracture of the pelvis was associated with damage to viscera in the abdomen other than the bladder or urethra.
Injury to more than one intra-abdominal viscus by blunt trauma is well recognized as a relatively 1-10  8  5  3  11-20  25  24  1  21-30  15  11  4  31-40  8  5  3  41-50  5  2  3  51-60  4  2  2  61-70  2  1  1   70+   4  0  4 common occurrence. In this series two viscera were damaged in ten cases, and three in one case, multiple visceral injuries thus occurring in 16%.
The incidence of injury to the various viscera is shown in Table 3 .
The details of the injuries, necropsy findings and causes of death of the twenty-one patients who died are set out in Table 4 .
These deaths for the purpose of critical survey are alternatively classified in The patient with a concomitant head injury is always a great problem. Wilson (Wilson, Vidrine & Rives, 1965) in a large series shows a very high mortality especially in comatose cases, largely blaming the difficulties in assessment for this. It will be noted that in our small series three unnecessary With increasing confidence in abdominal paracentesis this policy has been somewhat modified, but it must be emphasized that no diagnostic significance must be attached to a negative tap in the presence of suspicious physical signs.
Treatment
The treatment of cases in this series has followed standard lines and is therefore not considered in detail. Several interesting points emerge, however, in studying our cases in conjunction with other recent published reports.
Delayed rupture of the spleen has been seen only once; this occurred 2 weeks after injury and was successfully treated by prompt splenectomy. Sizer, Wayne & Frederick (1966) Our case of pancreatic injury involved the tail of the pancreas in conjunction with rupture of the spleen. Splenectomy and simple drainage of the pancreas were carried out. A pancreatic fistula persisted for 3 weeks and then closed spontaneously.
There is still considerable controversy over the treatment of pancreatic injuries, the frequent occurrence of persistent fistulae and pseudocyst formation having been noted by Stone, Stowers & Shippey (1962) . A recent paper by Jones & Shires (1965) recommends internal drainage into the jejunum with the formation of a Roux loop for the treatment of crush or transection injuries.
The injury to the inferior vena cava occurred in conjunction with trauma to the liver, and was successfully sutured. Analysis of deaths Inevitable. Seven cases are thus classified. One was moribund on admission and was found at necropsy to have a ruptured aorta; one had extensive fractures of the skull with irreversible brain damage; a third also had a severe head injury and in addition a fracture dislocation of C1-2. The other four had major injuries, but the main indication for placing them in this category was their advanced age: all were over 70 years and one over 80 years old.
Fat embolism. It was a rather surprising finding that four out of a total of twenty-one deaths were due to fat embolism, an incidence of approximately 20 %. Two of these had fracture of the pelvis and the other two multiple limb fractures. In none of these four cases was the diagnosis suspected in life.
Classically, fat embolism produces a petechial haemorrhagic rash over the chest and upper extremities, but this is by no means always present. In the absence of petechiae the diagnosis rests on the finding of fat globules in the urine or sputum, or their observation in the retinal vessels on ophthalmoscopic examination. The chest radiograph, as described by Jirka & Scuderi (1936) Carreau & Higgins (1951) that terminal embolism to the coronary vessels is in many cases the ultimate cause of death.
No specific treatment has as yet been discovered, and as spontaneous recovery occurs in many cases, the efficacy of reported forms of treatment is difficult to assess. Successes have however been reported with the use of intravenous heparin (Evarts, 1965) and corticosteroids (Ashbaugh & Petty, 1966) . Corn (1964) advocates intravenous alcohol, and Adler & Peltier (1964) discuss the use of sublingual heparin. Aladjemoff, Weinberg & Alkaloy (1963) 
